A case of acute coronary syndrome caused by a giant saddle thrombus at left main coronary artery bifurcation  by Suzuyama, Hiroto et al.
JC
A
s
b
H
T
T
D
R
I
C
w
t
v
d
U
m
f
1
dournal of Cardiology Cases (2011) 3, e86—e89
avai lab le at www.sc iencedi rec t .com
journa l homepage: www.e lsev ier .com/ locate / j ccase
ase Report
case of acute coronary syndrome caused by a giant
addle thrombus at left main coronary artery
ifurcation
iroto Suzuyama (MD), Eiji Taguchi (MD, PhD), Shinzo Miyamoto (MD, PhD),
oshiaki Nuki (MD), Masatsugu Nozoe (MD), Tadashi Sawamura (MD),
omohiro Sakamoto (MD, PhD), Koichi Nakao (MD, PhD, FJCC) ∗
ivision of Cardiology, Saiseikai Kumamoto Hospital Cardiovascular Center, 5-3-1 Chikami, Kumamoto 861-4193, Japan
eceived 15 September 2010; received in revised form 2 December 2010; accepted 17 January 2011
KEYWORDS
Acute coronary
syndrome;
Coronary thrombus;
Summary An 87-year-old woman who had metastatic lung cancer presented with intermittent
chest discomfort. The emergent coronary angiogram showed a giant saddle thrombus at the
left main coronary artery bifurcation without ﬂow limitation. We performed thrombolysis with
unfractionated heparin and warfarin under careful observation of the thrombus with a 320-rowLeft main coronary
artery bifurcation;
320-Row area
detector computed
area detector computed tomography (ADCT). Ten days later, the second examination with ADCT
revealed complete resolution of the saddle thrombus. During the follow-up, neither chest pain
nor enzymatic cardiac damage was reported. In this carefully observed case, a less invasive
strategy instead of catheter intervention or strong thrombolysis might have led to a favorable
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rtomography clinical outcome.
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oronary embolization is occasionally found in patients
ith acute coronary syndrome (ACS). It has been reported
hat the origin of emboli is diversiﬁed such as bacterial
egetation, arteriosclerotic lesion in the aorta, intra car-
iac thrombi, and thrombi in the peripheral vein [1,2].
sually, embolic coronary artery causes severe damage to
yocardium, and therefore, an urgent revasucularization
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ends to be considered. We report a rare case of ACS with
saddle coronary embolus at left main coronary artery
LMCA) bifurcation without ﬂow limitation. We evaluated
he embolus by a 320-row area detector computed tomog-
aphy (ADCT) and ﬁnally gained optimal outcome without
evere damage to the myocardium. Here we discuss how to
anage the embolus and the efﬁcacy of the ADCT for making
linical decisions.ase report
n 87-year-old woman presented with intermittent chest
iscomfort occurring to her for 2 h. She had blood pressure
Published by Elsevier Ltd. All rights reserved.
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Figure 1 Chest radiograph showed multiple nodular lesions
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win right lower lobe, which were diagnosed as metastatic thyroid
cancer before admission.
of 134/78mmHg and regular pulse of 78 beats per minute.
On a chest radiograph, multiple nodular lesions which had
been diagnosed formerly as metastasis of resected thy-
roid cancer were shown (Fig. 1). Because of her high
age and asymptomatic condition, she and her family had
declined therapy for the metastatic cancer. An electrocar-
diogram (ECG) showed sinus rhythm with slight ST-segment
depression in precordial leads. Echocardiography (UCG)
revealed slightly reduced inferior wall motion without any
valvular heart diseases or pericardial effusion. Blood exam-
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Figure 2 Coronary angiogram showed a giant saddle thrombus (a
oblique caudal view (A), left anterior oblique caudal view (B).mbus at left main coronary artery bifurcation e87
nation was within normal limits except for elevation of
he troponin-T level. Soon after arrival, her chest discom-
ort disappeared and she was hospitalized with a diagnosis
f unstable angina. On day 2, because of a rise in the
evel of creatinine kinase (481 IU/l), an emergent coro-
ary angiogram (CAG) was performed, which showed a
iant thrombus at LMCA bifurcation without ﬂow limita-
ion (Fig. 2A and B). A transient atrial ﬁbrillation (AF) was
ocumented during the CAG. Without catheter interven-
ion, we chose thrombolysis with unfractionated heparin and
arfarin under careful observation of the thrombus with a
20-row ADCT (Fig. 3A—D). She was admitted to the coronary
are unit and received warfarin 3mg/day. Unfractionated
eparin 10,000U/day was also continuously administered.
lood examination on day 3 showed no elevation in cardiac
nzymes. On day 10, the second ADCT examination revealed
omplete resolution of the saddle thrombus (Fig. 4A and
). During follow-up, neither chest pain nor enzymatic car-
iac damage was reported, and she was discharged soon
fter the second evaluation of the coronary thrombus by
DCT.
iscussion
e showed a giant saddle thrombus at LMCA without ﬂow
imitation. This case is unusual in that signiﬁcant myocardial
amage did not occur despite the thrombus being lodged
t the proximal site of the left coronary artery. An AF
as documented during CAG although there had been no
rrhythmic medical history. We also speculated that the
oagulopathy due to metastatic thyroid cancer was one
f the predisposing conditions for the development of the
hrombus [3]. Repetitive UCGs did not show blood clots in
he left atrium or ventricle during hospitalization. A trans-
rrow) which got stuck in left main bifurcation. Right anterior
e88 H. Suzuyama et al.
Figure 3 A 320-row area detected computed tomography demonstrated a huge thrombus across left main bifurcation. LAD:
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song-axis view (A); short-axis view (B); LCX: long-axis view (C);
ircumﬂex artery.
sophageal echocardiogram did not show a patent foramen
vale, and therefore, paradoxical embolization was not a
ossible candidate [4]. Although the origin of the emboli was
ot identiﬁed, an AF and coagulopathy due to the malignant
umor seemed to be responsible for intra-cardiac embolic
hrombus formation.
There were some possible strategies for treatments
n this patient. When we considered percutaneous coro-
ary intervention, distal protection for both left anterior
escending artery (LAD) and left circumﬂex artery (LCX)
eemed to be an effective method for decreasing myocar-
ial damage [5], during thrombectomy, balloon dilation,
nd stent placement. Such ‘‘dual’’ distal protection tech-
ique is highly complicated, and the risk of acute myocardial
nfarction due to multiple distal embolization might be
ncreased by the procedure, per se. The use of a potent
briolytic agent such as urokinase was questioned under the
t
e
c
dt-axis view (D). LAD, left anterior descending artery; LCX, left
ondition without coronary occlusion nor ST-segment eleva-
ion on ECG. Besides she had been having mild hemoptysis
hich probably originated from the metastatic cancer, and
herefore, the risk of major bleeding after potent throm-
olysis was not negligible. Finally we started continuous
rip of unfractionated heparin 10,000U/day and warfarin
mg/day.
The thrombus was followed with a 320-row ADCT. Of
ate, coronary 3-dimensional computed tomography has
een used as a diagnostic tool for anatomical informa-
ion in patients with ischemic heart disease. Especially, the
20-row ADCT can provide high resolution coronary images
patially and temporally with low dose of irradiation [6]. In
he present case, the use of 320-row ADCT for repetitive
xamination seems to be highly advantageous for making
linical decisions on drug discontinuation and the timing of
ischarge.
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sive coronary angiography by 320-row computed tomographyFigure 4 The second examination with 320-row area detected
thrombus. LAD, left anterior descending artery; LCX, left circum
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